Objective To explore the perceived benefits and challenges of acting as a young adult peer mentor to adolescents with chronic illness. Methods A qualitative descriptive study, using interviews and a focus group, explored the perceptions of young adult peer mentors following participation in the iPeer2Peer program, a Skype-based peer-mentorship program for adolescents with chronic illness. Interviews and focus group data were transcribed and analyzed using inductive content analysis. Results Ten peer mentors (20.00 6 1.49 years old, range 17-22 years; diagnosed with chronic pain [n ¼ 4] or juvenile idiopathic arthritis [n ¼ 6]) who mentored four mentees (62.55 mentees, range ¼ 1-10 mentees) participated. Four main categories were identified: social connection, personal growth, mentor role in mentee growth, and logistics of mentorship. Conclusions Acting as a peer mentor online is a feasible and rewarding experience that supports the mentor's own illness self-management, social connection, and personal growth.
Introduction
Peer mentoring within the health care context is defined as an individual providing emotional, appraisal, and informational support to another person living with a similar chronic illness (Dennis, 2003) . The provision of emotional (e.g., expressions of caring, empathy, and reassurance), appraisal (e.g., affirmation of one's feelings and behaviors, encouraging persistence for resolving problems, and reassurance that frustrations can be handled), and informational (e.g., providing advice, suggestions, and facts relevant to issues with which the peer is dealing) support has been shown in adult populations to improve physical and emotional symptoms of disease as well as to promote health behaviors (Dale, Caramlau, Lindenmeyer, & Williams, 2008; Doull, O'connor, Welch, Tugwell, & Wells, 2005) .
Adolescence and emerging adulthood are developmentally timely periods in which to introduce peer mentors, as adolescence is a sensitive period for developing one's self-identity and autonomy, which often occurs in the context of peer relationships (Furman & Buhrmester, 1992; Rubin & Bukowski, 2011) . Adolescents with chronic illness are at a disadvantage in attaining these developmental goals, as they simultaneously must manage symptoms as well as experience restrictions in social interactions (e.g., missed school, social events, or extracurricular activities owing to symptoms, appointments, or procedures). Young adult peer mentors may positively influence health outcomes of adolescents with chronic illness by addressing feelings of difference, promoting positive outlook and motivation, encouraging healthy behaviors, and helping to reinforce the learning and practice of self-management skills (Ahola Kohut, Stinson, Giosa, Luca, & van Wyk, 2014) . However, less is known about the impact of mentorship on young adult peer mentors.
Existing qualitative research in peer mentors without a health condition who connect with adolescents with chronic illness suggests that acting in a peer-mentor role is a positive experience in which peer mentors see growth within themselves (Curtin, Humphrey, Vronsky, & Mattern, 2015; Reed, Kennedy, & Wamboldt, 2014) . Similar results were found in a study of peer mentoring where both young adult mentors and adolescents had undergone liver transplantation (Jerson et al., 2013) . In this quantitative study, qualitative feedback via surveys completed by mentors suggested that mentors benefited from the process of training to become a mentor and that their "sick child identity" was replaced with a new "mentor identity." This mentor identity was a source of pride for the mentors (Jerson et al., 2013) .
Taken together, the research suggests that the peermentorship programs may be beneficial not only to the adolescent mentees but also to the mentors. The aim of this article is to qualitatively describe the experiences of young adults living with chronic illness who have acted as peer mentors to adolescents with similar chronic illness in the iPeer2Peer program to adolescents with similar chronic illness (Ahola Stinson et al., 2016) . By eliciting the detailed experience of the peer mentors, including an understanding of the benefits and challenges of acting as a mentor, this study endeavors to build on the current research and provide new insights into the perspectives of peer mentors. These results will, in turn, inform future adaptations to the iPeer2Peer program, and may help inform other peer-mentorship programs.
Methods

Study Design
A qualitative descriptive study using semi-structured individual interviews and a focus group of young adult peer mentors was conducted to elicit detailed feedback from peer mentors.
Participants and Procedures
Ethical approval for this study was obtained through the research ethics review board at the associated hospital. All peer mentors from the pilot studies of the iPeer2Peer program in pediatric chronic pain or juvenile idiopathic arthritis (JIA) populations who had received peer-mentorship training and had mentored at least one adolescent mentee were invited via email and/or telephone call to participate in a program feedback session (n ¼ 10). Written informed consent was obtained before feedback session (interview or focus group). This study is unique to previous and ongoing research on the iPeer2Peer program, as it focused on the perspectives and experiences of the peer mentors (vs. a focus on outcomes related to the adolescents who completed the iPeer2Peer program).
iPeer2Peer Program
The iPeer2Peer program (Ahola Stinson et al., 2016 ) is a Skype-based peer-mentorship program that provides modeling and reinforcement by young adults who have learned to function successfully with their chronic illness (peer mentors) to adolescents with the same chronic illness (mentees). Mentor-adolescent pairings meet online via Skype video call up to 10 times over 2-3 months and are matched by sex and, when possible, by diagnosis and symptom profile. The iPeer2Peer program was developed based on a conceptual framework for developing peer support interventions in health care contexts. This framework highlights the provision of informational, appraisal, and emotional support (Dennis, 2003) .
Peer mentors in the iPeer2Peer program are young adults nominated by their health care team based on maturity, emotional stability, and verbal communication skills. They are then screened and trained in a 2-day structured training program geared at teaching the skills needed to be an effective mentor. The mentor training session was facilitated by a health psychologist and an adult living with JIA with experience training young adult peer mentors. In-class training comprised lectures, active group discussion, case examples, small group activities, and role-play activities. When possible, members of the group were encouraged to pose and answer questions with one another and model good peer mentoring for each other. Main topics covered during the training included privacy and confidentiality, values and boundaries, decision making, goal setting and action planning, communication skills, self-management skills, roles of peer mentors, and how to provide informational, appraisal, and emotional support. All peer mentors received a manual, which included all training materials, additional resources (e.g., information sheets on pacing, relaxation, reputable online resources), and reading lists. The training manual provided suggested topics of conversation for mentorship calls (e.g., coping strategies, lifestyle management, communicating effectively with health care team), advice on structuring conversations, and guides to redirect conversation to selfmanagement topics. Training concluded with a review of outstanding concerns of the peer mentors, which were resolved as a group (for complete training details please see ).
Structure and Format of Interviews and Focus Group
Mentors participated in either a focus group or an individual interview over the phone or in person, based on their availability and geographical location. Peer mentors received a $50 gift card in recognition of their time and effort for completion of the focus group/interview. The focus group was led by S.A.K. (psychologist), and L.H. and S.L. (research coordinators) assisted with logistical facilitation. The focus group was held at the research facility associated with a tertiary pediatric hospital. The individual interviews were conducted by trained research coordinators (L.H. and S.L.). All three facilitators were known to the mentors and each had previous experience conducting individual interviews and focus groups.
All interviews and the focus group followed a semistructured guide. Mentors were asked for their experience related to program design (including logistics, training, program length, and call frequency), mentee relationships (including developing a therapeutic relationship in a mentor role, and mentee and mentor engagement), their relationship with other mentors, impact of the mentorship program (on them and their mentee[s]), and program challenges, as well as any other comments they found important to share about their experience as a mentor. The interview guide is available online as supplemental information.
Data Analysis
Data analysis followed an inductive qualitative content analysis approach with the aim of providing a rich and thick narrative description of the data. Inductive qualitative content analysis allows for a systematic classification of the data to identify categories based on patterns (Elo & Kyng€ as, 2008; Sandelowski, 2010) . By not imposing a coding schema, inductive content analysis allowed for novel insights and understanding from the mentors perspective grounded in their experiences (Elo & Kyng€ as, 2008 ). An a priori decision was made to omit quantitative date (e.g., frequencies and percentages) in favor of a strictly qualitative analysis to focus on an in-depth description of the perspectives of the peer mentors. This approach to the data analysis was chosen for two main reasons: (a) qualitative research is an important first step in identifying a range of potential match issues and impacts of mentorship on mentors themselves that, in turn, can guide future research (e.g., quantitative analysis of peer-mentor outcomes; subgroup analyses based on mentee-mentor matches), and (b) reporting quantitative data would not be representative when using inductive content analysis, as peer mentors were not all explicitly asked about the resultant categories or subcategories.
All interviews were recorded and transcribed verbatim. Interview and focus group transcripts were imported into NVivo 10, a qualitative software program used to organize and assist with coding transcript data. All coders (S.A.K., S.L., L.H.) reviewed the transcripts independently to determine the common topics, and then a preliminary coding scheme was developed by S.L. and L.H. On review with S.A.K., the coding scheme was refined to ensure it was grounded in the data. Two interview transcripts (one JIA mentor and one chronic pain mentor) were selected to be reviewed independently by all three reviewers using the coding scheme. All three reviewers met to gain consensus on coding scheme and make minor revisions to the coding scheme. The coding scheme was used as a frame of reference to code the remaining transcripts and allow the coders to identify any new topics in the remaining transcripts, which may require potential changes to the coding scheme. All transcript data were coded together by S.L. and L.H., using the coding scheme. Disagreements were resolved via discussion between S.L. and L.H. When the two coders were not able to resolve the disagreement, a third coder (S.A.K.) was included in the discussion. All disagreements were resolved using this process. When new codes emerged, S.L. and L.H. discussed these with the lead author and previously coded transcripts were reviewed with the updated coding scheme to ensure no data were missed. Once no new codes emerged and all interviews were coded, the codes were then reviewed by S.L., L.S., and S.A.K. and all codes were categorized into main categories based on group consensus. All authors reviewed the descriptions of the categories with exemplar quotes to provide feedback, ask questions, and ensure that the categories were grounded in the data.
Results
Participants
All peer mentors invited to participate agreed, consented, and completed either an interview or attended the focus group. Most mentors completed their interview within 4 months of concluding their participation in the iPeer2Peer program (n ¼ 8), with the remaining two mentors completing within 7 months and 18 months (this mentor chose to take a break from the program because the demand of being a mentor was too high). Ten peer mentors (average age at time of interview ¼ 19.83 6 1.12 years, range 17-21 years) diagnosed with chronic pain (n ¼ 4; 100% female) or JIA (n ¼6; 83% female) who mentored an average of four mentees 6 2.55 mentees (range ¼ 1-10 mentees) participated in a feedback focus group or individual interview. Mentors were on average 8.09 6 5.43 years from diagnosis (range ¼ 1.98-19.12 years), at the time of feedback session. Four mentors participated in a focus group and the focus group lasted 2 hours and 10 minutes. Six mentors completed an individual interview. These interviews were on average 40.36 6 10.49 min (range ¼ 25-58 min). See Table I for additional mentor demographic and health information.
Qualitative Analysis
Four categories account for all the data: social connection, personal growth, mentor role in mentee growth, and logistics of mentoring. Some of these categories include a range of subcategories that reflect the variation within the category. Despite being inductively identified from the data, complete delineation of the mentors' experiences into discrete parts is impossible and, as a result, there are overlaps between and among the categories. See Table II for all categories, subcategories, and sample quotations.
Social Connection
Mentors described the relationships they developed with their mentees and other mentors as a result of being involved in the iPeer2Peer program. These relationships went beyond their illness and also incorporated connecting and providing mentorship around everyday life stressors, interests, families, and friends. The process of developing a social connection with mentees took time and was influenced by demographic characteristics (e.g., whether they had the exact same diagnosis, age of illness onset, sex/gender, age difference between mentor and mentee). The more similar the mentor and mentee pairings were the more quickly the connection was developed and deepened. Once established, regardless of level of similarity, mentors felt this connection was fruitful and provided many benefits, most notably around emotional support. Mentors noted that they were able to provide mentees with emotional support via an understanding that is unique to someone with a shared experience who has successfully learned to manage. The mentors said that the mentees acknowledged that, unlike others in the mentees' lives, the mentors were credible and truly understood the experience of living with chronic illness.
Mentors also appreciated that the study gave them the opportunity to meet other young adults with chronic illness. Mentors first met one another in person for training where mentors enjoyed the opportunity to interact socially with each other, which helped them feel engaged in the program. Some continued to stay in touch with each other socially throughout and beyond the program. There were no formal meetings for mentors during the program; however, mentors indicated that they would have been open to meet with each other for problem-solving and structured support (e.g., dedicated listserv, live chat, Skype, or in-person meetings for local mentors).
Personal Growth
Many mentors discussed ways that their participation in the program had helped them grow, both personally and professionally. This growth was the result of the peer-mentor training as well as acting in the peer-mentor role during their involvement in the iPeer2Peer program. Mentors unanimously described peer-mentor training as valuable not only for skill development but essential for building confidence and for preparation, particularly given the role of a mentor requires flexibility as each session did not follow a specific "lesson plan." Mentors appreciated the resource binder they received that contained information about the program, tips on being a peer mentor, and links to outside resources on chronic pain or JIA. Some mentors noted that they were nervous for their first several mentorship calls and found the resource binder particularly helpful during those calls. None of the mentors described undue anxiety and felt that, after training and with resource binder support, they were able to manage situations in which they did not have all the answers for their mentees.
With respect to growth as a result of the mentoring role, mentors felt an overall increase in their selfefficacy. They described the need to be self-reflective when in a mentoring role to provide effective guidance to mentees as well as manage expectations and concerns. For example, self-reflection was required during the process of establishing and maintaining boundaries with their mentees. These boundaries included identifying which topics of conversation are appropriate with their mentees and establishing how much contact is appropriate once the study calls were complete. A number of mentors described struggling to find the balance of discussing personal health issues without being considered too personal and also knowing the limits of their own medical knowledge. By working through this process, the mentors described developing a better knowledge of their own limits and how to maintain them in a professional manner. One mentor noted that after taking on one mentee she realized that the responsibility of being a peer mentor was too great at the time (17 years old at the time) and chose to take a break from the mentorship role. She felt that had she been a few years older she would have been better suited to continue more actively in the mentor role.
Mentor Role in Mentee Growth
Mentors described their role in promoting mentee development throughout the series of mentorship calls. Mentors noted that they provided informational appraisal and emotional support to their mentees, which in turn increased their mentee's confidence, openness to communicate about their illness as well as willingness to try new strategies to manage their illness. Mentors reflected that their role involved acting as an example of a hopeful future and demonstrate that one could overcome the challenges of being an adolescent with a chronic illness. Mentors described that being a positive role model helped increase their mentees' motivation to manage challenges.
The mentors also described characteristics that they felt impacted their ability to mentor effectively. For example, mentors found it more difficult to engage Scheduling issues "Mostly I had a lot of conflict with my schedule in university and working two jobs and then the high school or elementary schedule, them working a job or two plus all these commitments with family and friends, so I mean, my availability was almost the opposite of theirs." (JIA mentor 1, aged 21, female) Technological issues "There were errors with the Internet. It isn't perfect so there were some issues [interruption in transmission of voice or video] but nothing that couldn't be handled and nothing that really devastated the quality of the calls." (Pain mentor 9, aged 19, female) Programmatic issues "It was harder for me to connect with someone if we didn't follow the call scheme. If there were a couple missed calls in the middle, then you started and you were getting there and there was a period of stopping and you had to pick it up from the beginning again." (JIA mentor 4, aged 19, male) shy mentees or mentees who did not have active disease. In these situations, mentors described needing to develop new ways to keep mentees engaged and encourage self-management skills in other areas of their mentees' lives (e.g., advocating for themselves at school and work on issues unrelated to their disease). In these circumstances, mentors noted that their role needed to expand beyond mentoring directed solely at disease self-management to mentoring more broadly to overall life skills (e.g., time management). Mentors felt that adapting their role and being flexible in addressing their mentees' current concerns did improve their own mentorship skills.
Logistics of Mentoring
Mentors described the logistical issues that are inherent to acting as a mentor in an online mentorship program, particularly scheduling, technological, and program-related issues. Most mentors were university students, and many also worked and/or volunteered in addition to participating in the mentorship program. It was common for calls to get postponed owing to exams, appointments, or medical issues, either from the mentor or the mentee. Some mentors found building a connection with their mentee became more difficult when there were gaps in the call schedule. Internet connectivity or speed at times affected the flow of conversation; however it did not impact the overall quality of the mentorship relationship. Mentors found that having a video feed (vs. only audio) helped to facilitate the connection with their mentee(s). It allowed the mentors to read the mentee's facial expressions and nonverbal cues. In a couple instances, especially among younger mentees, parents of the mentees stayed in the room during the calls, and sometimes participated in the session. This was despite parents having been given assurances that the mentors were capable of meeting one on one with their child (e.g., mentors went through a rigorous selection process and received training, that calls were monitored). The research team and the mentors discouraged this involvement by parents, as it was in conflict with the guiding principles of peer support and decreased the promotion of independent selfmanagement skills development. Mentors who experienced parents sitting in on the calls found that it interfered with the depth of the social connection between the mentor and mentee.
Discussion
The qualitative description of the experiences of young adult peer mentors living with chronic illness illustrates that peer mentoring can be beneficial not only to the adolescents being mentored but also to the mentors themselves. Four main categories were highlighted by peer mentors, including the importance of their social connection to both mentees and other mentors, personal growth stemming from being a mentor, impacting and witnessing growth in mentees, and practical implications of acting as a peer mentor in an online program. Overall, our study supports and builds on previous research that found acting as a peer mentor was perceived as a rewarding experience that benefitted the mentors' own well-being (Curtin et al., 2015; Jerson et al., 2013; Reed et al., 2014) .
In line with the conceptual framework with which the iPeer2Peer program is developed (Dennis, 2003) , peer mentors appear to not only provide but also receive informational (via new coping strategies) and emotional support from both their mentees and fellow mentors. By reflecting back on their own experiences and lessons learned, peer mentors may be receiving indirect appraisal support via reinforcing their own positive coping and illness self-management. By providing peer mentoring, mentors are receiving this positive reinforcement on a regular basis. In the peer-mentorship relationship, mentees are also a source of social and emotional support to mentors. During the peer-mentor training for the iPeer2Peer program, many mentors noted that they had never met another person with their chronic illness. Mentors unanimously described peer-mentor training as valuable not only for skill development but also for the social support they received and friendships they made among the peer-mentor group (Ahola Stinson et al., 2016) .
Peer mentors underscored the establishment of the relationship boundaries as a key component of mentorship. Peer mentors felt the mentor identity necessitated a professionalism and separation from more informal supports adolescents receive from friends or family. Mentors also demonstrated a self-awareness of boundaries related to personal sharing. During the course of the iPeer2Peer program, peer mentors reported feeling that they were skilled in answering the questions posed by the adolescents and no adverse events were reported (Ahola Stinson et al., 2016) .
Significantly, none of the mentors, either during the individual interviews or the focus group, discussed negative effects that mentorship had on their own psychosocial health. One mentor did decide to take a break from mentorship after completing mentoring sessions with one mentee. This mentor recognized her own boundaries at the time and was open to taking on mentees in the future. A potential negative effect of mentorship could arise from the continued involvement of some mentors with their mentee outside of the therapeutic peer-to-peer mentor/mentee relationship. Prolonged unmonitored engagement has a potential for overidentification among the mentor and mentee and a feeling of continued responsibility by the mentor. Nevertheless, mentor concerns voiced in the adult peer-mentoring literature (e.g., secondary trauma) were not experienced by this group of young adult mentors (Dhlamini, Knight, van Rooyen, van Heerden, & Rotheram-Borus, 2012) .
Clinical Relevance
The results of this study highlight several important clinical implications for peer mentorship in adolescent chronic illness populations including the importance of mentor training and mentor-adolescent pairing. With respects to training, peer mentors felt it was essential for building confidence and for preparation to be an effective peer mentor. Formal peer-mentor training supports the self-reflection required to establish a priori personal boundaries and help mentors develop their professional mentor identities. The training also offered unrealized social and emotional support to the peer mentors as they met a group of peers living with a similar illness. The training allowed peer mentors to create a community of mentors that could support one another in the mentorship role. In terms of improvements, the peer mentors discussed being challenged in providing support when the mentees had nonactive disease. Future training would benefit from inclusion of how to manage one's self-identity despite a diagnosis of a chronic illness. Furthermore, moving forward, mentorship training would benefit from ways to bring the mentors together during the implementation of their mentorship/mentee sessions to build a community of practice among the mentors to share strategies and problem-solving approaches with more challenging situations.
With respects to mentor-adolescent pairing, peer mentors felt that sharing a similar diagnosis or disease course is an important component of developing a bond. This is in line with previous work that has shown mentor relationships are more effective if both the mentor and mentee have a shared experience (Goldenberg, Payne, Hayes, Zeltzer, & Tsao, 2013; Thoits, 1995) . Moreover, peer mentors believe that mentor-adolescent pairings benefit from having other similar characteristics such as being of the same sex. However, although they were closer in age than an older adult mentor would be, the best age difference between the mentor and mentee was not viewed consistently across the mentors. Some, but not all mentors found they were a bit more challenged in viewing themselves in the mentor role if the mentee was close to their age. The relationship between the age of the mentor and the mentee in terms of mentors feeling confident in their mentorship role warrants further research. Nevertheless, all the mentors voiced that they were able to establish a relationship with their mentee, which is not surprising, as adolescence is a developmental stage characterized by a separation from parents and adults in favor of same-age peers, suggesting young adults may be more influential than adults (Bokhorst, Sumter, & Westenberg, 2010; Furman & Buhrmester, 1992) . Peer-mentorship programs would benefit from capitalizing on young adults, as they are near peers and can relate more easily to the experiences of an adolescent. Adolescent mentees may see young adults coping successfully with a similar diagnosis as a sign of hope and increase motivation and confidence that they too can manage their illness. Moreover, research has shown that children may remain in a mentorship relationship that is not satisfying if they perceive their mentor as an authority figure (Keller & Pryce, 2010) . As adults naturally possess more authority than near peers, this further supports matching adolescents with slightly older mentors versus adults to prevent unproductive or unsatisfying mentor relationships. Taken together, research suggests that adolescents may be more open to suggestions and more open to changing illness selfmanagement behaviors based on recommendations from near-peer mentors versus adult mentors.
Limitations
The results of this study should be interpreted in light of several limitations. The 10 peer mentors recruited for this study are from a single peer-mentor program (iPeer2Peer program) from one tertiary pediatric hospital and thus may not be transferable to other settings that are contextually different. The peer mentors were also almost entirely female, which is representative of chronic pain and JIA populations, but may result in sex-based differences in the experience of being a peer mentor. Future research with larger, more varied samples of peer mentors is warranted to be able to generalize findings as well as conduct comparisons of subgroups of peer mentors (e.g., by age, sex/gender, diagnosis). Future quantitative subgroup comparisons are necessary to identify patterns in benefits and challenges of peer mentoring as well as how mentor-mentee match impacts health outcomes in both mentors and mentees.
Facilitators known to the peer mentors conducted the individual interviews and focus group. This may have introduced a positivity bias in reporting peermentoring experiences; however, it may be that these young people were more comfortable in disclosing difficulties, as they had established a relationship with these individuals and these mentors were aware of the pilot nature of the iPeer2Peer program and were invested in improvements to the program. Furthermore, having some familiarity with both the iPeer2Peer program and the peer mentors allowed for more probing than had the interviews been conducted by an individual naïve to the program and peer mentors. Moreover, peer mentors did openly report challenges with the mentor training, mentor role, and logistics of being a mentor within the iPeer2Peer program.
Acting as a peer mentor is a positive and rewarding experience that supports the mentor's own illness selfmanagement, social connection, and personal growth. Peer mentors are a rich source of information on the peer-mentoring process and how to improve on mentor training, process, and logistics. These young adult peer mentors valued being in the mentor role and underscored the importance of professionalism and boundaries with adolescents. Formal peer-mentor training was perceived by mentors as an essential component of becoming an effective peer mentor. It is critical for future clinical and research-based peer-mentorship programs to examine characteristics of the peer mentor and mentee to determine best matches for a successful relationship, examine the usefulness of a community of practice through which mentors can share strategies to improve their skills in the mentorship role, and to examine psychosocial and self-management peer-mentor outcomes (e.g., mood, loneliness, coping, self-esteem), in addition to adolescent outcomes, to prevent missed opportunities to determine and augment the benefits for peer mentors.
